
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury VT 05671-2306
http://www .dail. vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 13,2011

Tracy Chellis, Administrator
Bayada Nurses, Inc
110 Kimball Avenue, Suite 250
So Burlington, VT 05403-6925

Provider ID #:477019

Dear Ms. Chellis:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint investigation
conducted on November 15, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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All Clinical Managers will audit 10% of
actIve chent charts to ensure that a SIgned copy of
client rights is present by 12/23/2011.

Prior to any discharge from services with the exception
of a pending "Goals met" the client shall be involved in
the discussion about potential discharge. This conversation
will b~ doc~ented in the client record by the Bayada
Nurses representative involved in the discussion.
Responsible person. Nick McCardle, Division Director
Shall relay this information to all office teams and
Directors by 12/15/2011.
On going monitoring of this requirement shall be
Provided by each office 'director.

All Clinical Managers in all Bayada Nurses Vermont
Home Health Offices will be provided with a copy of
COP 484.10 for review. Responsible person~
Nick McCardle Division Director. Completion date
12/15/2011.
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G oo~\ INITiAL COMMENTS. ;

I An unanr.lou'nced 'on.Sit~ comPl~lntin~es'tigatiOn !.
Iwas conducted .on 11//15/11 by the Division of I

I,licensing and Protection. The following are !

Federalviolations.' . i
G 108 1 484. 10(c)(1) RIGHT TO BE INF'ORMEDAN,D II

i PARTICIPATE . .

~he patient has the right to be inf~rmed, I~ . .,
advance about the care to be furnished, and of !
any changes in the care to be furnished. r

'I The' HHA must advise the patient I~ adv~~ce of i
the disciplines that will furnish care, and the, I

. freQ~en~yof Visits proposed to. be furnished.. .

II The HHA must advise the patient In advance of 1
. any change in the plan of care b.efqre the changeI is m~de. . I • ;

I I
IThis STANDARD is not met as evidenced .by: I
! Based on record revtew and interview, the . I
Iagency failed to inform the patient in advance of I
Ichanges in the plan of care (Patient# 1)
I Findings include:' .' . '. '

IPer record review on 11/15/11, Patient# 1 is able

I
.to make own decisions about care, had up to 40
hourslweek for personal care and 2x week 'I

1.~~I~TO;~1i~SJ~fif~~~~citiri~~~~Th:A~~~~y./
Imade a "decision to serve notice to t~eelient that I.
I~e would bEl terminating services in fourteen I
days ....". A telephone call was m~de the next day i
on 12/04110 ,to the spouse informing them of the . i
decision. The patient was not informed lri
advanced of the Agency's decision. ,Per interview

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

BAYADA NUR~Esr INC

NAME OF PROVIDER OR SUPPLIER

STA"I1:MENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PPUER REPRES~TATIVE'S SIGNATURE

~j (;Ilti..I'C>A .1 i
\ny deficiency statement e ding with an asterisk rldenotes a deficiency whl~ the 1l1stitvtiOll may tie excused from 'Correctlng providing it is determined that
lther safeguards provide sufflc:lent protection to thl!l patients. (See Instructions.) Exce~~for nursing homes. the finding5 stated "bovs are disclosable 90 days
allowing Ihe aste of survey whether or not a plan of correction is provided. FOr'I1Ul'ii"g homes, the above findings and plans of correction qre dlsclasable 14
lays foUowing the date these documents are made available to the facility. If deficiencies are cited. an approved plan of correction is requisite 10 continued
l!'Ogram participation.
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.Responsible person. Nick McCardle, Division Director
Shall relay this information to all office teams and
Directors by 12/15/2011.

Should a Discharge from Services determination meet
criteria, the Clinical Manager shall request
permission from the client to contact a like providing
agency, or at a minimwn provide contact information
, for a like providing agency. Docwnented notification
of the clients. Physician will be placed in the client chart
These efforts shall be docwnented on a Coordination
of Services note.

, Prior to any discharge from services with the exception
of a pending "Goals met" the client shall be involved in
the discussion about potential discharge. This conversation
will be docwnented in the client record by the Bayada
Nurses representative involved in the discussion. Likewise
All efforts to resolve the situation shall be docwnented.

On gomg momtormg of this requIrement shall be
I Provided by each office director.

l'aC'~f /2.(,11 ;-~
Evant 10:3UL011 Facility10:477019 'If continuation 5heet,Page 2 of 4

-,
I This STANDARD is not met as evidenced by: I,
I Based on record review and'interview, the home !I health agency failed to ~perate and furnish i

, ' I,services in compliance'with State regulations as
required by Vermont Regulations for the ,
Designation and Operation of Home. Health
Agencies. Findings include:

Per record review of Patient'#1 chart the Agency
failed to give prior notice of the change in the plan
I of care, assure the patient was.involved in the
" decision and t6 facilitate needed services after, I
,: discnarge. The Agency' made a,decision prior. to
;.notifying.thepati,enttoterminateseMcesana, I
; wittJout.withouttheinvolvement of the patient ' ,
! The Agency called the spo,use the day after the '
1

I,
. decision to discontinue services w~s made and
: did not confirm this with the patient. In addition,
i the patient was seen by nursing 2 x we~k for
I Stage 2 p~essure ulcers and up to 40 hours a
i ' '

! ,r'
G i08 ~Continued From page 1 ' , . I '

I on i1115111 at 5: 15 PM I the Ar~a Director of the 1

i Bri;1ttleboro Branch confirmed the patient was not I,
infonned in advanced of changes In the plan ~f '!
care. I
'also see G-118 i

G 118 484.12(a) COMPLIANCE WITH FED, STATE, '
,',LO,CAL LAW~ ' " " !
IThe HHA end Its staff must operate and furnish :
I services In compliance With all applicable Federal, ,
State, end IQcallaws and regulations, If State or '
applicable local law provides for the licensure .of
HHAs. an agency not subject to licensure is "
I approved by the licensing authority as meeting
i the standards established for licensure.I ' ,

=ORMCMS.2567(02-99)Previous VersIO/1$ Obsolete
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Iweek for personal care. There Is.no
Idocumentation that the AgencY arranged' or
'I assi~ted th,e patient to r~ceive the needed care.
, P.er Interview on 11/15/11 at 5;15 PM the Area
. ! pirector of the Brattleboro offiCii! confirmed. the

I,failure t~give prior ~9tice in the plan of care; to
resolve and/or involve the patient in the decision

1 maKing and arrange for needed services •.
I. '

DEPARTMENT OF HEALTH AND HUMAN SERVICES.
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMeNTOFDEFICIENCies (X1) PROVIDERlSUPf'U'E!VCLIA'
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, also see G~108' I' .
G 121 484: 12(c)' COMPLIANCE W/ ACCEPTEQ i

PROFESSIONAL STD I
The HHA' an~ its staff must COmply'with a~Pted I'

" ,professional standards and principles that apply
;;'to 'professionals fum/shing se'rvices in an. HHA I, .
\ .

I
I'
I

FacUily 10: 4'77019

The RN who inappropriately cut medication is in the
Process of termination from Bayada.,.

i This STANDARD Is not met.as evidenced b.y:
I Based on 'record review. and confirmed by, .
! interview, the Agency failed to adhere to I
I professional standards ,of practIce for mt?dication . !I administrat!on. (Pa~ient#1) Findings include: " !"
11, ,Per a report received by,the Division of iI Licensing and Protection o,n 03/29/1', Patient ' :

]
'#1.'s fal1)ily expressed concerns. regarding the set '
up of pills in the pill box. Per review of the ..

r

physician order dated 11/1'7/10,' one of the' '_. r
'medications was an antibiotic, methenamine :
which has a coating to help w.ith nausea' and I
i.upse:t.stgmiapl1,pc:racommuni,cationmemo.. '
I aated 11/18/10 and 'written by the Registered ;

f
Nurse Case Manager states ''when I got to the' . !
methenamine .. .!' cut it in half to place in the mad i

II box at which point {the spouse} asked me wh~t t" !
w;;s doing .... {the spouse} did not,want the pills In 'I:

': a pill box and didn't Know.why I did it" •. Per the i
. I

FORM CMS-2567(02-99) Previous Version. Obsolete .' EvanlID: 3UL011



".
DEPARTMENT OF HEALTH AND HUMAN SERVIcES
CENTERS FOR MEDICARE & MEDICAIO'SERVICES "

STATEMENTOF DEFICIENCIES
AND PLANOF CORR~CnON

(Xl) PROYlDERlSUPPLlERICUA
IDENTifiCATION NUMB!;R: .

Fax 8022412348

(X2) MULl1PLE CONSTRUCTION

A. BUILDING

Nov 28 2011 10:44am POOS/005
PRINTED: 11/21/2011

FORM APPROVED
OMS NO 0938-0391'
0<3) DATE SURVEY

COMPLETED

! (X.5)
, COMPLETION

DATE

If ~ntlnuatlo!) sheet Page 4 of 4

I,I.
I
i

II.
I
I
I..
I;

j
I

I.,
I

I
I'
I
J

I
I
I
I
I
I
i
I ' .
I

.. I, .... _ .

I ..

C
11/15{2011,

Facility 10: 477019

S.WlNG

STREeT ADDRESS. CITY, STATE. ZIP COOS
. 110 K1MBAlLAVE~UE, SUITE250.

SO' BURUNGTON, VT 05403

ID I PROVIDER'S F'f.,AN OF CORREcnON
PREFIX (EACHCORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCEDTO THEAPPROPRIATE

.. DEFICIENCY)

, (31211. I

I
~

'"

I
I

I I
Evant 10:3UL011

477019

(X4) II;) , SUMMARY STATEMeNT OF OEFICIENCIES i
PREFIX [, (r;ACH DEF.ICIENCYMUST BE PRECEDeD BY FULL, "
TAG REGULATORYOR LSC IDENTIFYINGINFORMATION) ,,I I

I !
1.7121. Continued From page 3 . /,

NlMINIH, PubMed consumer information "
re..source,s.tates "~wallow the coated tablet whole,
do not crush or break;, take,With a full glass of
water'. , ,

IPer interview on 11/15/11 at 5:"5PIYl Area :'
IDirector of the Bratt/e.boro Office confirme'd that' I,'
'1
1 the nurse did not follow professional sta{1dards'of I
' practice for medication administration. .

r .T~e'N~ti~n~1~ibra~ of M~iclnefNational. I':
i Institute of l;iealth, PllbMed' 09101/08 .
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